This article describes an assessment approach developed by occupational therapists to improve the efficiency and effectiveness of the service provided to patients admitted to acute wards in a district general hospital. The 12 therapists (basic grade, senior II and senior I staff) who have worked with patients on medical, renal, oncology, surgical, neurology, neurosurgical and accident and emergency wards have been using the Structured Anchored Approach to Functional Assessment (SAAFA) 1 for the last 8 years. During this period, the approach has been taught to new members of staff and to students on practice placements.
Introduction
This article describes an assessment approach developed by occupational therapists to improve the efficiency and effectiveness of the service provided to patients admitted to acute wards in a district general hospital. The 12 therapists (basic grade, senior II and senior I staff) who have worked with patients on medical, renal, oncology, surgical, neurology, neurosurgical and accident and emergency wards have been using the Structured Anchored Approach to Functional Assessment (SAAFA) 1 for the last 8 years. During this period, the approach has been taught to new members of staff and to students on practice placements.
A comprehensive account of the SAAFA is beyond the scope of this article. The paper therefore gives an overview of the approach, its development and its process, with a focus on the face-to-face interaction between patient and therapist, the quality assurance mechanisms and the outcomes. Claims made about the SAAFA in this article are based on therapists' observations of and reflections on their everyday clinical practice.
Rationale for SAAFA development
Prior to 1997, local occupational therapy assessments of functional capacity were based on observations of patients' performance of daily living tasks (for example, washing and dressing, transfers and kitchen activities) in a variety of hospital and home-based settings and included occasional interviews with patients' relatives and use of standardised assessments of cognition. Three factors led to the development of the SAAFA.
First, therapists identified concerns about inconsistencies in assessment findings and hence the reliability of assessments. For example, a therapist might have observed a patient getting up safely out of a chair during assessment and then later observe the same patient getting up in a precarious manner when unaccompanied. Secondly, the nature of acute care was continuing to change. The length of
Practice Evaluation
This article provides a description of the development, process and introduction of the Structured Anchored Approach to Functional Assessment (SAAFA). 1 The approach was designed to include a person-centred and timeefficient occupational therapy functional screening assessment that would meet the needs of patients and be appropriate for use in an acute physical inpatient setting. SAAFA assessments were developed to incorporate the strengths of both quantitative and qualitative occupational therapy assessments and research methods. Taken in the round, SAAFA assessments follow a process that corresponds with the four processes of qualitative research: data gathering, analysis, interpretation and reflexivity .
The SAAFA is a dynamic approach that continues to evolve in response to developments in theory and practice. Information from occupational therapists' reports of their day-to-day practice indicate that SAAFA assessments reflect the complexity of individual patients' functioning and lead to the development of recommendations based on pragmatic consideration of a wide range of contextual influences. Research on the SAAFA commenced in 2002.
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The SAAFA is a dynamic approach that continues to evolve in response to developments in theory and practice. Information from occupational therapists' reports of their day-to-day practice indicate that SAAFA assessments reflect the complexity of individual patients' functioning and lead to the development of recommendations based on pragmatic consideration of a wide range of contextual influences. Research on the SAAFA commenced in 2002. inpatient admissions was decreasing; patients appeared more unwell at the time of assessment and were leaving hospital at an earlier stage with greater levels of functional difficulty. The previous assessment process, completed over several days and requiring a high level of patient participation, seemed to be out of tune with the needs of both patients and the acute hospital setting. Thirdly, the therapists began to search the literature and started to understand how theory and evidence-based information might be applied to their practice. The first two factors indicated a need to review practice and the third provided the theory to underpin and add to the ideas of how necessary changes might be made.
Over a period of 12-18 months, the therapists experimented with their practice and reflected upon and used clinical experience to evaluate the outcomes, making further reference to the literature. The major developments that led to the emergence of the SAAFA were made during this phase. The key areas of focus during this time were: 1. Developing increased knowledge of the role of cognitive functioning (particularly attention and executive functioning) in functional performance , Royall et al 1998 . 2. Understanding the reasons that individual functional capacity might vary , Royall et al 1998 , Laver Fawcett 2002 ). 3. Developing knowledge about various assessment methods and how they might be used in combination (Sbordone 2000 , Laver Fawcett 2002 , Mason 2002 , Denzin and Lincoln 2003 . 4. Exploring how areas 1-3 (above) might improve the predictive capacity of assessments. 5. Developing the use of narrative reasoning , interactive reasoning Fleming 1994a, Schwartzberg 2002 ) and pragmatic reasoning Cervero 1993, Unsworth 2004 ) in assessments. 6. Using clinical experience to evaluate whether a more focused assessment of performance components at the patient' s bedside might provide information previously gained during multiple observations of functional task performance.
What is the Structured Anchored Approach to Functional Assessment?
The SAAFA is an approach to functional screening assessment developed for use in the acute physical inpatient setting. The major areas of theory and research and the key authors consulted during the development of SAAFA are listed in Table 1 . , Royall et al 1998 ■ Clinical reasoning and artistry in practice, professional practice and reflective practice (Schön 1983 , 1987 , Schell and Cervero 1993 , Eraut 1994 , Fish 1995 , Higgs and Titchen 2001a , 2001b , Schwartzberg 2002 , Unsworth 2004 ■ Cognitive Disability Model (Allen 1985) and Neurofunctional Approach (Giles and Clark-Wilson 1993) ■ Constructivism (Schwandt 1994) ■ Neuroplasticity ■ Occupational performance Sanderson 1999, Turner 2002 ) ■ Person-centred care (Kitwood 1997) , client-centred practice (Hobson 1999 , Sumsion 2000 , therapeutic alliance (Safran and Muran 2000) , skilled companionship (Titchen 2001 ) and negotiation-centred practice (Farlardeau and Durand 2002) ■ Qualitative research methodology Guba 1985, Denzin and Lincoln 1994) . Table 2 . The SAAFA assessment framework The SAAFA process is used flexibly. Development of the assessment occurs in partnership with the patient at a level appropriate to his or her functional capacity (Kitwood 1997 , Gage 1999 , Hobson 1999 ).
■ Background information on current and previous medical and functional history is collected from medical and nursing notes.
■ Face-to-face, interactive assessment (Fleming 1994 ) with the patient is completed at the patient's bedside on the ward often during a single meeting.
■ Information about the patient's level of functioning currently and prior to admission is collected from relevant third parties (including the patient's nearest relative or carer, hospital and community-based health care and social service staff).
■ Assessment findings are synthesised using clinical reasoning and reflection (Schön 1987 , Laver Fawcett 2002 . Additional information is sought to clarify issues arising from data inconsistencies (Lincoln and Guba 1985) . An occupational therapy diagnosis is developed at this stage .
■ The patient's functional situation (the patient's functional capacity considered in terms of the context of his or her discharge environment) is considered to determine whether changes to the patient's level of functioning are needed and to what extent they can be achieved before recommendations are made (James 1999, Reed and .
■ Provisional findings and recommendations are discussed as appropriate with the patient and relevant third parties throughout the assessment process (Lincoln and Guba 1985 , Gage 1999 , Hobson 1999 .
■ A written report is completed and includes the perspectives of the patient and relevant third parties and recommendations for the patient's future management.
The SAAFA approach includes a comprehensive and integrated assessment. SAAFA assessments are customised to meet each patient' s individual needs by individual therapists using their professional 'artistry' (Schön 1987, p13 ) within a semi-structured framework (see Table 2 ). SAAFA inpatient admissions was decreasing; patients appeared more unwell at the time of assessment and were leaving hospital at an earlier stage with greater levels of functional difficulty. The previous assessment process, completed over several days and requiring a high level of patient participation, seemed to be out of tune with the needs of both patients and the acute hospital setting. Thirdly, the therapists began to search the literature and started to understand how theory and evidence-based information might be applied to their practice. The first two factors indicated a need to review practice and the third provided the theory to underpin and add to the ideas of how necessary changes might be made.
The SAAFA is an approach to functional screening assessment developed for use in the acute physical inpatient setting. The major areas of theory and research and the key authors consulted during the development of SAAFA are listed in Table 1 . (Schön 1983 , 1987 , Schell and Cervero 1993 , Eraut 1994 , Fish 1995 , Higgs and Titchen 2001a , 2001b , Schwartzberg 2002 , Unsworth 2004 ) ■ Cognitive Disability Model (Allen 1985) and Neurofunctional Approach (Giles and Clark-Wilson 1993) ■ Constructivism (Schwandt 1994) ■ Neuroplasticity ■ Occupational performance Sanderson 1999, Turner 2002 ) ■ Person-centred care (Kitwood 1997) , client-centred practice (Hobson 1999 , Sumsion 2000 , therapeutic alliance (Safran and Muran 2000) , skilled companionship (Titchen 2001 ) and negotiation-centred practice (Farlardeau and Durand 2002 ) ■ Qualitative research methodology Guba 1985, Denzin and Lincoln 1994) . The SAAFA process is used flexibly. Development of the assessment occurs in partnership with the patient at a level appropriate to his or her functional capacity (Kitwood 1997 , Gage 1999 , Hobson 1999 . ■ Background information on current and previous medical and functional history is collected from medical and nursing notes. ■ Face-to-face, interactive assessment (Fleming 1994 ) with the patient is completed at the patient's bedside on the ward often during a single meeting. ■ Information about the patient's level of functioning currently and prior to admission is collected from relevant third parties (including the patient's nearest relative or carer, hospital and community-based health care and social service staff). ■ Assessment findings are synthesised using clinical reasoning and reflection (Schön 1987 , Laver Fawcett 2002 . Additional information is sought to clarify issues arising from data inconsistencies (Lincoln and Guba 1985) . An occupational therapy diagnosis is developed at this stage . ■ The patient's functional situation (the patient's functional capacity considered in terms of the context of his or her discharge environment) is considered to determine whether changes to the patient's level of functioning are needed and to what extent they can be achieved before recommendations are made (James 1999, Reed and . ■ Provisional findings and recommendations are discussed as appropriate with the patient and relevant third parties throughout the assessment process (Lincoln and Guba 1985 , Gage 1999 , Hobson 1999 ). ■ A written report is completed and includes the perspectives of the patient and relevant third parties and recommendations for the patient's future management.
The SAAFA approach includes a comprehensive and integrated assessment. SAAFA assessments are customised to meet each patient' s individual needs by individual therapists using their professional 'artistry' (Schön 1987, p13 ) within a semi-structured framework (see Table 2 ). SAAFA assessments integrate therapists' understanding of (i) the relationship between the brain and behaviour in human functioning; (ii) individual patients' stories or narratives; and (iii) contextual issues related to the patient' s functional situation and the provision of health and social care.
Each assessment takes the form of a small research project; although consistent with assessment in a biomedical setting, a combination of qualitative and quantitative data collection sources is used . Assessments generally take between 2 and 4 hours from commencement to completion of report. The assessment is not a tool that can be taken off the shelf ready to use, but with opportunity for therapists to develop proficiency in its use it is patient and therapist friendly.
Aims of SAAFA assessment
The aims of SAAFA assessments are: 1. To develop an in-depth understanding of patients' functional situations (their functional capacity considered in terms of the context of their discharge environment). 2. To complete assessments in a way that responds closely and is empathic to patients' individual functional presentations , Titchen 2001 , White 2001 , Schwartzberg 2002 ). 3. To use assessment findings as a basis for making recommendations for patients' future hospital and/or community management. This includes (i) making predictions about patients' future functional capacity (Laver Fawcett 2002); (ii) considering patients' need to make changes to their functional capacity ; and (iii) exploring patients' capacity to participate in and benefit from interventions that aim to promote an increase in functional capacity ). 4. To present 'clinically convincing' assessment findings and recommendations (Miller and Crabtree 2003, p423 ) in a written report (see report format in Appendix 1). 5. To consider the needs generated by and influences of the assessment context (related to the patient and acute and community health and social care agencies) throughout occupational therapy intervention (Griffiths and Schell 2002) .
Areas of data gathering and parameters of SAAFA assessment
The SAAFA assessment framework was designed to be sufficiently flexible to be adapted by individual therapists for use with individual patients. The areas of data gathering include: ■ Skill components (that is, physical, cognitive, psychological, spiritual and social functioning) that underpin and can be used to predict occupational performance (Hagedorn 2000) . ■ Task performance (specific, brief observations of engagement in activity) (Hagedorn 2000) ■ Narratives (of patients and their nearest family and/or carers) ■ Contextual factors influencing patients' functional capacity, for example patients' need and capacity to make functional change and factors influencing current health and social care provision (Kielhofner 1992 , Turner 2002 ). The weight allocated to each area of assessment varies depending upon each individual patient' s presentation.
The following assumptions help to define the parameters and limitations of the approach: ■ The assessment approach is dynamic and continues to evolve over time in response to developments in theory and practice. ■ SAAFA assessments are based on the framework outlined in Table 2 . Therapists construct individualised assessments with the patient in response to the patient' s individual presentation, using this framework as 'scaffolding' 3 (adapted from the use of this term by Spouse 1998 and Wood 1998) . ■ Therapists using the SAAFA need to have an appropriate level of knowledge and skill. Therapists new to the SAAFA are therefore advised to work with or receive supervision or support from a therapist experienced in its use. ■ Person-centred practice is regarded as an integral part of this approach and is assumed to be the responsibility of each therapist. Consent from assessment participants needs to be sought as required prior to and during each assessment. ■ It remains the responsibility of the assessing therapist (and his or her supervisor) to assure the quality of assessment findings.
Using and evaluating SAAFA assessments Assessment with the patient
Therapists use themselves as the assessment tool Guba 1985, Fleming and ) during face-to-face contact with the patient. This requires the therapist simultaneously to be involved in the interaction with the patient and to monitor the progress of the assessment and manage its course (Safran and Muran 2000) . The therapist aims to tune into factors about the patient' s functioning that are meaningful to the patient and develops the assessment at an appropriate pace, based on the cues that the patient is giving either verbally or through his or her behaviours (Kitwood 1997 , Titchen 2001 . This means that the therapist aims to explore aspects of the patient' s functioning as they become relevant and meaningful during the course of the assessment. The therapist aims to learn about the patient' s level of functioning from all the patient' s responses and by using a variety of the therapist' s senses .
3 The term 'scaffolding' is used here to describe the support that the framework of the assessment provides for the assessing therapist. This framework is not adhered to rigidly but offers reference points for the progression of individual assessments.
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Using and evaluating SAAFA assessments Assessment with the patient
During the course of the assessment, the therapist collects assessment data from a variety of sources , different for each patient, of interview, observation, examination, standardised and non-standardised tests to complete the assessment Sanderson 1999, Laver Fawcett 2002) . The timing and mix of these assessment methods is determined by the therapist in response to the patient' s presentation on a moment-to-moment basis, drawing on the therapist' s knowledge of the patient' s pathology, knowledge from personal experience and knowledge of the craft of occupational therapy (Higgs and Andresen 2001) .
The demands made upon the patient during assessment are adjusted according to each patient' s individual functional presentation. Frequently, the therapist creates opportunities to observe the patient' s task performance (for example, inviting the patient to walk a short distance, pour a glass of cordial or comb his or her hair) during assessment. Assessment of cognitive functioning is made by integrating findings from all assessment data including history of preadmission functioning, observations made during all aspects of assessment with the patient and information gained from use of standardised and non-standardised assessments (Groth-Marnat 2000) . The Mini Mental State Examination (Folstein et al 1975) is frequently used. Assessment findings are interpreted and synthesised both during and after data gathering (Schön 1983, Fleming and .
Quality assurance
The therapists who have used the SAAFA perceive that the strength of SAAFA assessments lies in their flexibility, with the capacity for each therapist to customise each assessment to each individual patient. However, it is recognised that this strength may be undermined unless sufficient rigour is employed to assure the 'trustworthiness' 4 of assessment findings. These issues were taken into account during the design of the SAAFA and are considered for each assessment. Mechanisms to assure the trustworthiness of assessments are therefore built into the SAAFA.
The quality of assessments is dependent upon the expertise and clinical reasoning of the therapist. The therapy team therefore emphasises the need for therapists new to the SAAFA to be supported in developing knowledge and skills in its use (Lave and Wenger 1991, Wenger 1998) . Therapists frequently discuss their assessments and reasoning with colleagues and also seek occupational therapy second opinions Guba 1985, Fleming and .
Adherence to the framework of the assessment has also been identified as a mechanism aimed at increasing the trustworthiness of assessments. Omission of assessment components can reduce the trustworthiness of assessments for some patients. Completion of the SAAFA assessment in its entirety is recommended for every patient unless this is deemed clinically inappropriate by the assessing therapist using his or her clinical reasoning skills. The assessment was designed so that assessment data are gathered from a variety of sources and using a variety of methods (Lincoln and Guba 1985) . In this way, opportunities to obtain relevant and sufficient information from a variety of perspectives are increased and data can be compared and contrasted. 5 Data collection continues until the therapist perceives that data 'saturation' (Strauss and Corbin 1998, p136) has been achieved. 6 The process of data analysis using reflection and clinical reasoning is continued until 'crystallisation' 7 leads to a coherent and integrated understanding of findings . Reflexivity, or dynamic awareness of the therapist' s impact on the assessment, is an important part of this analysis (Finlay and Gough 2003) . Inconsistencies or contradictions in assessment findings are taken to be reflective of an inadequate or incomplete understanding of the patient' s functional situation and warrant further data collection and/or analysis (as in 'negative case analysis' 8 described by Lincoln and Guba 1985) . Assessment findings can be replicated by following the assessing therapist' s audit trail (Lincoln and Guba 1985) .
Outcomes
Since SAAFA assessments were introduced, the therapists have evaluated their usefulness in the following ways: 1. By comparing descriptions of and predictions made about patients' functional capacity in occupational therapy reports with actual performance on discharge as reported when patients are readmitted 2. By comparing assessment findings across therapists and by seeking occupational therapy second opinions 3. Through peer discussion about case presentations, clinical reasoning and report writing 4. By comparing patients' responses to SAAFA assessments with responses to the previous assessment method. These continuing evaluations indicate that SAAFA assessments are more efficient and of greater quality than those that they replaced. The therapists judge that SAAFA assessments are more person-centred, as described by Kitwood (1997) and Gage (1999) . The therapists aim to 4 'Trustworthiness': the extent to which assessment findings are worth taking into account (from Lincoln and Guba 1985, p290) . 5 Issues associated with using mixed data collection methods that do not always yield easily comparable data are recognised (Mason 2002) . Unfortunately, discussion of these issues is beyond the scope of this article. 6 Data 'saturation' is achieved when the collection of further data seems counterproductive and when new data does not add to the current understanding (Strauss and Corbin 1998) . 7 used the term 'crystallisation' to represent the way in which understanding is developed about complex and multifaceted issues (such as human functioning). Richardson recognised that individual researchers (therapists) variously influence their research findings and through crystallisation develop a deeper and more complex view of their subject (the patient's functional situation). Examples in parentheses have been added by the author. 8 'Negative case analysis' is a process of seeking additional data to confirm or refute a hypothesis until the hypothesis accounts for all additional data (Lincoln and Guba 1985) .
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The number of inconsistencies in assessment findings is believed to have been significantly reduced. The therapists perceive that SAAFA assessments support the development of more appropriate recommendations for rehabilitation, care provision or other management options. Clinical observations indicate that assessment findings are stable across therapists and over time. Assessments are completed in a way that is more responsive to the faster pace and nature of current acute inpatient care. Additionally, a number of therapists and students have stated that doing SAAFA assessments has supported the development of their clinical reasoning skills.
Current use and research
The SAAFA is presently used by a group of therapists at a single site. Research to investigate the SAAFA commenced 3 years ago. This article has been written in part fulfilment of the first aim of the research, which is to describe the development and process of SAAFA assessments. This phase of the research is continuing and a qualitative phenomenological study is presently being undertaken to explore therapists' experiences and perceptions of using SAAFA assessments. The focus of this study is to elucidate the details of therapists' practice using the SAAFA and provide insights into the clinical reasoning used in SAAFA assessments. tailor assessments to each patient' s functional presentation and level. They also work to develop a partnership with the patient and, hence, create an assessment that has meaning for and relevance to the patient. Patients now rarely ask, 'Have I passed [the assessment]?' The therapists perceive that using SAAFA assessments they gain a greater understanding of patients' functional capacities and are more accurately able to predict functional performance beyond the ward environment.
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